Patients who travel greater distances to receive cancer care report more emotional and financial stress, 1 have lower treatment take-up, 2 receive less appropriate treatment, 3 and have lower quality of life 3 than those who travel shorter distances. However, travel to regional care centers might be optimal for certain types of care and procedures. Studies consistently suggest increased survival rates for patients undergoing surgical procedures at high-volume regional centers versus lower-volume hospitals. [4] [5] [6] [7] [8] Providing exceptional patient care-a key component of the mission of academic medical centers (AMCs)requires balancing preferences for care close to home with the need for highvolume care in specialized services.
Achieving this balance can be challenging for AMCs that serve as regional care centers for varied in-state populations, such as patients from both isolated rural communities and urban areas. The strategy of one Midwestern AMC, the University of Kansas (KU) Medical Center, is to provide care close to patients when possible through telemedicine and through partnerships with local providers and to build capacity as a regional center for highly specialized care. Since 2010, the KU Cancer Center (KUCC) at the KU Medical Center has served as the headquarters for the Midwest Cancer Alliance (MCA), which offers cancer clinical trials at locations across Kansas through a network of 12 partner organizations.
Providing robust local clinical trial services requires a strong commitment from local providers and often from state and local governments in the form of financing. 9 Building capacity as a regional care center also requires substantial investment and sufficient patient demand. 10 However, the federal and many state governments are running budget deficits. Further, financial support for cancer clinical trial networks is likely to shift more toward the states in the coming years, because the federal government has replaced funding for cancer clinical trials through the Community Clinical Oncology Program and the National Cancer Institute (NCI) Community Cancer Centers Program with the NCI Community Oncology Research Program and consolidated National Clinical Trials Network, which represent an overall decrease in budget. 11, 12 In the case of the MCA, the development of more robust in-state cancer treatment options was supported by philanthropy and the Johnson County Education Research Triangle sales tax.
Although making the case for robust in-state cancer clinical trial options begins with the patients, it is important to understand the economic impacts of these investments on states as policy makers consider how to allocate funding for competing needs. In this study, we used the recent expansion of local cancer clinical trial treatment options in Kansas through the MCA to estimate changes in economic activity. The economic impacts occur when fewer patients seek treatment in out-ofstate cancer clinical trials and more medical spending dollars remain in their state of residence. Increases in medical spending can lead to more jobs and to increased tax revenue, which partially offsets the public and private costs of funding in-state treatment networks. In the sections below, we outline our main assumptions and calculations and present our economic impact estimates.
Method
Using Kansas Cancer Registry data, we calculated that following the expansion of in-state cancer clinical trial options through the MCA in 2010, there was a nearly 20% reduction in the percentage of newly diagnosed Kansas cancer patients receiving some or all of their cancer care outside the state in 2010-2011 as compared with 2007-2008. Of note, the clinical trial expansion occurred prior to the NCI designation for KUCC in 2014, which allowed us to isolate the estimated effects of trial expansion from changes in patient demand associated with the designation.
We estimated the 2014 economic impact of local clinical trial spending in four main categories: medical spending, travel cost savings, grant revenue, and indirect/induced economic effects (often called multipliers). All estimates are presented in annual 2014 U.S. dollars and represent changes in spending in 2014 that are attributable to increased in-state clinical trial participation and cancer care. The study was conducted from September 2014 to December 2015. Key assumptions for calculations in each category are presented below.
Medical spending
Studies of cancer clinical trial participation suggest that patients prefer maintaining continuity with their oncologist, receiving treatment close to home, and avoiding logistical challenges, such as driving long distances. [13] [14] [15] On the basis of these preferences, we assumed that patients staying in-state for a clinical trial will also remain in-state for the rest of their cancer care. We calculated total medical spending for each patient as first-year treatment costs (only for newly diagnosed patients) plus continuing treatment costs for each year until death and the additional costs associated with a cancer-related death. We estimated medical costs separately for seven different cancer sites (breast, colorectal, leukemia, liver, lung and bronchus, non-Hodgkin lymphoma, and prostate) as well as for an "other" category (for remaining cases). Of note, we assumed that in-state health outcomes are similar to those the patient would experience at an out-ofstate facility. Implicit in this assumption is the idea that patients requiring specialized care (e.g., esophagectomy) 6, 8 are treated at the higher-volume KUCC and that outcomes at KUCC are similar to those at other regional care centers. There is evidence to suggest improved outcomes for trial participation among lung, colon, and breast cancer patients 16 and differences in survival rates by hospital type, 17 but it is unclear how much of the difference is attributable to treatment sites and how much is driven by patient and environmental characteristics. (Limitations of this assumption are addressed in the Discussion.)
Medical expenditures are likely to come from a variety of private sources (e.g., patients' out-of-pocket costs, private insurers) and public sources (e.g., Medicaid, Medicare). To ensure that we were capturing new economic activity in Kansas, we restricted our impact analysis to patients who, prior to 2010, would have been expected to go out of state for clinical trial participation and cancer care on the basis of 2007-2008 outmigration patterns. Retaining these patients in-state for clinical 19 Costs for each of the seven cancer sites were taken from data provided by the NCI's annualized mean net cost-of-care estimates. 20, 21 In equation form, we estimated:
Here, T is the number of years from diagnosis to death, i represents an individual patient, and j represents the cancer site. We assumed that 5% of newly diagnosed individuals with cancer participate in clinical trials on the basis of national estimates of trial participation. 22 (A sensitivity analysis was conducted for higher and lower participation rates of 6% and 4%, respectively.) For existing cases, we took into account that only a portion will be eligible for any form of treatment (30%), and of these patients only a fraction will be eligible for a clinical trial (40%). 23 Finally, only a certain percentage of those eligible for a trial will actually participate (1%). 23
Travel cost savings
Receiving care closer to home means less travel-related expenses for households. Our key assumptions for travel expenses are presented in Table 2 . Travel expenses were estimated only for newly diagnosed patients, whom we assumed would make one trip per month in the year following diagnosis. We calculated travel cost savings as the difference between expected in-state travel expenses and expected out-ofstate travel expenses. The cost of in-state travel was based on an average 100-mile round-trip to the nearest treatment facility and one day of missed work for the patient and an accompanying working-age adult. The cost of out-ofstate travel was based on average driving distance to major treatment facilities in neighboring states (Denver, Colorado; Omaha, Nebraska; or Oklahoma City, Oklahoma), one night of lodging, and two days of missed work for the patient and a companion.
We determined the average round-trip distance for out-of-state treatment to be 690 miles. The cost of each trip was calculated as the round-trip mileage times the Internal Revenue Service (IRS) medical travel reimbursement rate ($0.235) 24 plus one night of lodging at the General Services Administration reimbursement rate for the treatment location. 25 24 and average lodging cost for each location was collected from the General Services Administration. 25 For detailed information on study calculations, please see Supplemental Digital Appendix 1 at http://links.lww.com/ ACADMED/A428.
Indirect and induced economic effects
Indirect and induced economic effects were estimated using the Kansas IMPLAN 27 (Impact Analysis for Planning) model. IMPLAN is a widely used inputoutput model that allows researchers to estimate how increases (or decreases) in inputs in one or more industry (e.g., health care) affect outputs in that industry and all other industries. IMPLAN uses national-, state-, and county-level data to calculate economic impacts. 28 Indirect and induced effects, which are often called multipliers, account for secondary economic impacts related to the enhanced trial network. Indirect effects represent changes in nonwage inputs within the same industry, such as additional purchases from local medical suppliers who in turn rent more business space and purchase more office supplies and equipment. Induced effects represent the economic impact of changes in household income. That is, as more patients are treated in-state, more is paid in wages to local workers who then spend this income on goods (e.g., groceries) and services (e.g., daycare). IMPLAN allows dollars to be entered into the model in different sectors. We included medical spending and grant income in the medical sector and travel cost savings as additional funds available to households for consumption.
Results
We estimated the total lifetime cost of cancer care for all Kansas patients newly diagnosed in 2014 (n = 13,400) to be $2.3 billion ( Estimates of direct, indirect/induced, and total economic impacts of medical spending, travel cost savings, and grant revenue are presented in Table 4 .
(Estimated ranges based on higher and lower trial participation rates of 4% and 6%, respectively, are included in the table in parentheses). We estimated that the enhanced cancer clinical trial network in Kansas resulted in a total of about $6.9 million in 2014 that would not have otherwise occurred in the state. This estimate includes about $3.6 million in direct spending and about $3.3 million in indirect/induced effects. The indirect/ induced effects represent a multiplier effect of 0.92 (i.e., a 1-dollar increase in economic activity from enhanced local trials leads to an additional 92 cents of economic activity). The enhanced clinical trial network generated an estimated 23 jobs from increased direct medical spending for cancer care, with an average wage of $70,000, and an additional 22 jobs through indirect/induced effects, with an average annual wage of $35,000. Economic activity associated with the enhanced trial network generated an additional $156,000 in state tax revenue for 2014 (local tax revenues were not estimated).
Per patient economic impact estimates are included in the last row of Table 4 . We estimated that each patient retained in-state resulted in $362,000 in additional economic activity in 2014: $187,000 in direct medical spending, travel cost savings, and grant revenue plus $175,000 in indirect/induced effects. Because our estimates were based on national medical spending estimates and trial participation rates, our per patient estimates for Kansas can serve as a rough estimate for patients retained for cancer care in other states, although indirect and induced effects estimates will differ to some degree on the basis of local economic conditions.
Discussion
Our estimates suggest that retaining a modest number of patients in-state for care can substantially benefit state and local economies. In the case of Kansas, the enhanced cancer clinical trial opportunities created through the MCA's partnerships with providers across the state coupled with the presence of an emerging regional care center at KU Medical Center resulted in $6.9 million in 2014 economic activity that would have otherwise occurred in other states. These results are consistent with previous research suggesting high costs of cancer care and substantial economic impacts from retaining more patients in-state for care. 29, 30 This approach of expanding both local treatment options and specialized in-state regional care led to increased economic activity without sacrificing better survival rates for specialized care that patients might have experienced at high-volume care centers in other states. The net effect of in-state care on patient well-being and the state economy would be less clear if high-volume specialized care were only available out of state. In that case, local care might increase quality of life during treatment but reduce well-being and wages earned in the longer run because of lower survival rates. [5] [6] [7] [8] 
Enhanced clinical trials in an AMC context
The enhanced clinical trial network addresses several key elements in the KU Medical Center mission. The network expands research potential and patient care. Partnerships in the MCA and continued use of telemedicine better serve patients in isolated rural areas, and enhanced capacity for specialized cancer care on the AMC's urban campus provides an in-state option for high-volume specialized care. Additionally, the clinical trial network addresses the AMC's commitment to economic development within the state.
Enhanced clinical trials in a policy context
Policy provisions in the Patient Protection and Affordable Care Act (ACA) might increase interest in cancer clinical trial participation over time. The ACA requires coverage for routine care costs for patients enrolled in clinical trials. 31 Plans in effect prior to the enactment of the ACA are exempted from this provision through a grandfather clause, but fewer plans will meet this criterion over time, leading to expanded clinical trial coverage. Of note, Medicaid programs are not subject to ACA coverage provisions, which limits the potential effects of expansion of trial participation in states, like Kansas, where routine care coverage is not mandated for trial participants. 32
Limitations
We note several limitations to our economic impact analysis. First, there are a number of factors that do not lend themselves to quantification, including the psychological and quality-of-life effects of trial participation for individuals with cancer and their families. Some of these factors might have economic consequences (e.g., stress effects on work attendance and performance), and others might predominantly affect quality of life. To the extent that patients prefer care closer to home and there are no significant differences in health outcomes across treatment sites, these unquantified effects likely mean our economic effects are underestimated. Additionally, we captured only short-term effects of the enhanced clinical trial network. Data are not readily available for longer-term effects, which might include more expertise and collaboration in cancer treatment, more capacity for cancer prevention and early detection, and higher cancer survival rates. Finally, the enhanced clinical trial network might induce residents of other states to travel to Kansas for cancer care, increasing medical and travel-related spending in the state. All of these factors could lead to an actual economic impact that is larger than the estimates presented.
Conclusions
Local cancer clinical trial options allow patients to remain closer to home and enhance the state economy. Our estimates indicate that the 2010 expansion of local trial options in Kansas through the MCA resulted in an additional $6.9 million in economic activity in 2014 that would have otherwise occurred in other states. The majority of this economic activity can be attributed to medical spending for cancer care generated by retaining about 19 patients in-state-just a small portion of the approximately 1,600 newly diagnosed individuals and 14,000 existing patients receiving cancer care outside the state each year.
